speculation. Lives depend on finding the answers, and finding the answers requires empirical research. Yet similar questions have been asked before both in the fields of public health and preventive medicine, and throughout the behavioural sciences. We are not in a theoretical or methodological vacuum, but what has often been lacking is a forum or intellectual environment in which the theories and methods of different disciplines can be brought together. The ideal behind behavioural medicine is the creation of such an environment. If this ideal is not to prove a casualty of sectarian interests, practical steps are needed to turn it into a reality.
Nocturnal enuresis
We do not know why some children wet the bed. However, we do know that' the results of treatment must be assessed against a background of spontaneous cure, and that improvement or cure may be due to a lessening by the doctor of the tension in the mother (or parents) and child, rather than to any treatment prescribed.
Unfortunately, histories taken from enuretics are usually inadequate, but if a full history is taken a recognizable pattern emerges. The child may be a lifelong wetter; the wetting may be intermittent, for reasons which may be apparent; nocturnal wetting may be associated with diurnal wetting, urgency and frequency; the enuresis may have occurred after a period of dry beds lasting for 6 months or more; or the bedwetting may be one of a number of symptoms of emotional disorder. Also important are the number of times the bed is wet each night, the time of wetting, the o141-D768/83/080632--{)2/$01.00/0 Gentry W D (1982) The commonest cause of failure is the use of drugs or an alarm system in children under the age of 7 years. Another cause of failure is the treatment of nocturnal enuresis in a child with diurnal wetting and urgency and frequency; in such cases the daytime symptoms must be treated first.
The choice between drugs and an alarm system is difficult, and both have a similar relapse rate. However, a relapse after alarm treatment is likely to be successfully treated by reinstating the alarm, whereas a repeat course of imipramine usually fails. Imipramine is convenient to use and (() 1983 The Royal Society of Medicine its effect is obvious within a few days of starting treatment; if there has been no improvement after 6 weeks it should be stopped. The danger from accidental poisoning from imipramine prescribed for nocturnal enuresis has been exaggerated; a greater danger is the bottle of tablets left lying around by a depressed adult. The long-term results, including the treatment of relapses, are better with the alarm systems than with imipramine. The disadvantages of the alarms are the lengthy explanation and demonstration required, but not always given, the frequency with which they go wrong, and the discouragingly long waiting lists due to poor organization.
How can we improve our management of nocturnal enuresis? No doctor who regards enuresis as a chore or a bore should be seeing these children; his results wiIl inevitably be bad. An adequate history requires time; neither the family doctor nor the paediatrician in the general Outpatient clinic has the time to cover all the facets of the condition. A weIl-organized practice should be able to run an enuresis clinic, and buy their own alarms to supply on loan. In rural areas family doctors have good contacts with the schools, and a health visitor could identify families with special difficulties. In the inner city areas the rule seems to be referral to paediatric Outpatient clinics after an inadequate attempt at treatment or no treatment at all. In such areas paediatricians accept the responsibility for treating children referred to them; but their management is often no better than that of the referring doctor. There is a good case for a hospital-based clinic run by an enthusiast and assisted by a health visitor and a social worker. lhere should be close liaison with the child psychiatrist who must be prepared to see, within 1:2 weeks of referral, children who are obviously dIsturbed, who fail to respond to treatment, or Who persistently relapse.
lhere have been no exciting advances in the treatment of nocturnal enuresis, and current enthusiasms range from acupuncture to Zen-BUddhism. However, there has been some progress. Imipramine has been shown to act as a sYmpathomimetic agent rather than through its ntieholinergic actions, and produces an increase In pressure at the bladder outlet and in the urethra and a relaxation of the detrusor (Appelbaum 1980). Mikkelsen & Rapoport (1980) found no sleep pattern peculiar to enuretics, who wet in any stage of sleep. They showed that children could be divided into responders and non-responders to imipramine, the non-responders failing to react even at high dosage; a few of those who responded initiaIly developed tolerance to the drug. Those who use alarm systems should read Meadow's (1977) advice. Recently a new type of 'electronic bedwetting alarm' has been introduced in Nottingham (Malem et al. 1982) , whose design avoids many of the difficulties of the gauze-pad system. The alarm is permanently connected to a smaIl moisture-sensitive plate inside an absorbent, disposable, press-on towel. The alarm ceases only when the sensor becomes dry, that is, when the child has woken and replaced the wet pad, and automaticaIly resets itself. Since triggering of the alarm occurs as soon as the pad is moist, wetting of the bed is avoided and normal night-clothes can be worn. The apparatus is cheap and the results have been encouraging.
A neglected aspect of nocturnal enuresis has been studied by the Family Service Units (1982) who have looked at the economic and domestic difficulties of the families of persistent bed-wetters in sociaIly-deprived groups. They found that families on supplementary benefit could theoreticaIly claim 'additional requirement' for expenses for the launderette or domestic washing, but that the response of Social Service departments was inconsistent and arbitrary. Some refused the extra money; some supplied replacement mattresses but no mattress covers; and some supplied both. They found that children truanted from school rather than face the taunting if they went to school unwashed and smeIly. There is obviously scope for a more comprehensive approach to nocturnal enuresis.
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